MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH B 304*;‘4,3 i -

DEPARTMENT OF PUBLIC HEALTH AND WELFARE -
. 7 e : STATE FILE NUMBER
Primary Registration District No.‘aé[a_/_ltegimar'l No. _-_’_ai.-é_-_-_

Registration District No, / -
DO NOT WRITE AME| ¥
ON THIS STUB NDED
T k P [+ 2. USUAL RESIDENCE (Where decessed lived. If inafitution: Residence before

Y 0 a. COUNTY &, STATE COUNTY admizsion)
o 53059 Cla uissour?d Ray
ev. 4/ b. c(l);v (If eunaide corporate limin, give TOWNSHIP only) Langth of stay in 1b ¢ CITY o Inside Limits

QR
oWixcelsior Sprinas 7 Weeks TOWN T.awson Yo [ Nofl

]éﬂ [ 3 l ¢. FULL NAME OF {If NOT in hospital, give location) Inside Limits d. STREET {If cutside, give location} Retide on Farm
HOSPITAL OR ADDRESS

24 fi? ; sty celalor Sorings Hosptlrsg N O R D2 4niles E.Lawson Yes ] No
3 3. NAME OF DECEASED First Middle Last 4. DATE Month Day Yaar

DATE AMENDED

(Type or print) OF

Harry Reyburn DEATH Dec. 25 1963
5. SEX 6. COLOR OR RACE 7. Married [C] Never Married [J |8. DATE OF BIRTH | ¥ AGE (leat birthdey) | IF UNDER 1 YEAR | IF-UNDER 24 HR

ia}e White wilwsd O Oeeed O |4 /75/188Y 79 [Memm| P |Men [ M

10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY

during maost of working lite, even if retired) - . .
: : Farning Richmond,da. USA
13a. FATHER'S NAME 13b. MOTHER'S MEIDEN NAME 14. NAME OF HUSBAND OR WIFE

Georze Reyburn Margaurite Meadows
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 14. SOCIAL SECURITY NO. 'I? INFORMANY Address
{Yes, no, or unknown} [{If yer, giva war or dates of servi

v Jary Aljce Chatham,Lawson,ilye.
18. é*USE OF DEA‘I'H {Enter only one cavse per line INTERVAL BETWEEI'IT

PART I. DEATH WAS CAUSED BY: INSET Al

IMMEDIATE CAUSE (3) &MMM %z##f M MWJ % LY.
Conditionm, if any,]  DUE TO (b} J&m‘ Py 4 WO %f(/z-ﬂ‘e-f eank

which gave riye to 7
above cause (a],
stating the under-
lying cause lasl. DUE TO {c)

PART il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relatled to the terminal PART 111 If deceased was female was
duease condition ulven in PART there a pregnancy in last 90 daye

Clnaie ancanny Cract m/:c Kok widl wwaty reHecuh oey [Gve] TN | O voknown

19. WAS AUTCPSY | 20a. ACCINENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 1B.)
PERFORMED? [m] 0 )
YE5[J NO ﬂ

20, TIME OF Hour Maonth, Day, Year
YL TINJURY am. R R
p.m.

20d. INJURY OCCURRED 20e. PLACE OF INJURY (#.g., in or sbour home, | 20f, CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK (3 farm, factory, street, office bidg., ete.}
NOT WHILE AT WORK [

_ o - ” Vd A
‘21_ ] nnnnded tha d“agaad\frorn ”0“‘“ k"’ 'V/Q to. 06" /63 and last saw mu'live onMA_L/_’L

-‘\: -Deoth occurred at_%_ m on the date stated sbove, and to the best of my knowledge, from the causes stated.

.

220, SIGNATURE ¢~ J g j7 : 2/2b/200£i& Z ﬁ 2 &( p . ﬁ:.nms SIGNED

23a. BURIAL, CREMATION, | 23b. DATU/ 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county)

REMOVAL (Specify)
I | 12/27/1963| Lawson;: Cemetery Lawson Missourl

.24, FUNERAL DIRECTOR . ADDRESS 25. DATE RECD. BY LOCAL REG. ?ISTRAR’S SIGNATURE

Jarman Funer faw (VA -25-4 3

Imer's $ 11 on Reverse Side)
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AMENDMENTS ON THIS'RECORD ARE AS FOLLOWS
INSTEAD OF

1

MEDICAL CERTIFICATION

B

USE BLACK INK
OR
TYPEWRITER RIBBON

SHOULD'READ

BY AFFIDAVIT.OF

ITEM NO.




" STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

oty : Student Embalmer No._____

working under my personal supervision. M
Student Sign

Signature of Student Embalmer

- . %'L:lcensed Embalmer No
u . i -
L 0. te

Nofe: . The ‘above MUST BE SIGNED BY THE LICENSED EMBALMER |n his OWN HANDWRITING. ({Failure Yo comply
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is'not embalmed, fact should be,so stated above.

<




